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Our Secretary-Treasurer Reports the 
Society's Meeting in San Francisco on 
June 20, 1954 


FELLOW MEMBERS OF THE GASTROSCOPIC SOCIETY: 


The Room of the Dons, a very elegant meeting room 
in San Francisco’s Mark Hopkins Hotel, accommodates 
about three hundred and it was comfortably filled by 
the vascular surgecns just before our own meeting there 
at five o'clock on June twentieth, When the vein- 
ligators and artery-transplanters cleared out and the 
gastroscopists filed in, I was a bit disappointed, for it 
was apparent that more men were interested in vascular 
surgery than in the endoscopy of the upper gastro- 
intestinal tract. Still, during the meeting I counted 
seventy-one in the hall, a rather gcod figure Aor us, 
though I had expected a better attendance on The Coast. 


With Dr. Pollard in the chair, the programme got 
off to a good start. First Dr. E. B. Benedict told of his 
experiences with bleeding from gastritis; his subject had 
been labeled “Massive Haemorrhage from Gastritis.” 
We had no tape recording of his remarks and my own 
notes on that particular subject weren't very satisfactory 
to me. Therefore, subsequent to the meeting, I asked 
Dr. B to summarize what he had said. Dr. B wrote me 
as follows: “I showed a slide in which I classified 
bleeding from gastritis into mild, moderate, and severe; 
the gastritis was divided into superficial, hypertrophic, 
atrophic, post-operative, and mixed. At the time of my 
talk I had seen forty-two cases of bleeding from gastritis 
of which seven were mild, fourteen were moderate, and 
twenty-one were severe, which meant that the patients 
fainted and required transfusions. Seven of these severe 
bleeders had been in cases of superficial gastritis, six had 
hypertrophic gastritis, one had atrophic gastritis, three 
showed post-operative gastritis and four showed mixed 
gastritis.” 

“My second slide showed the stomach of a man of 
fifty-one, a severe alcoholic who bled to death. At 
autopsy the stomach was filled with grayish black fluid. 
There were multiple erosions and ecchymoses in the 
mucosa of the stomach. There was also healed duodenal 
ulceration, but bleeding obviously does not come from 
healed ulceration, which points up the fact that even 
in the presence of duodenal deformity, haemorrhage may 
well have come only from the associated gastritis.” 


“The third slide was a coloured gastroscopic picture 
of marked oozing from the stomach.” 


“The fourth slide showed multiple erosions and 


haemorrhage in a post-operative stomach. In this case 
X-ray examination had been negative. Gastroscopy 
showed the source of haemorrhage and further resection 
resulted in cure of the patient.” 


“The fifth slide was a low-power view of a gas- 
troscopic biopsy obtained in a patient who had had 
severe bleeding from gastritis. This was introduced to 
show the size of the biopsy obtained through the 
Benedict Flexible Operating Gastroscope and to refute 
those who have said that tissue obtained was inadequate. 
The high-power view was then stown of the same case 
to illustrate haemorrhage in the gastric mucosa.” 


“Dr. Leonard Atkins of our Pathology Department 
and I are in the process of reviewing four hundred cases 
at The Massachusetts General Hospital in which we ob- 
tained a gastroscopic biopsy. In cne hundred of these 
unselected cases (which we have so far had time to 
review) there have been six who had massive haemor- 
rhage, by which I mean that they fainted and required 
multiple transfusions. These six patients had no other 
cause for bleeding except gastritis—no peptic ulcer of 
the oesophagus, stomach, or duedenum, no hiatal hernia, 
and no gastric or oesophageal varices. They had no 
demonstrable small or large bowel lesions. In four of 
these cases the pathologists reported chronic gastritis 
from the gastroscopic biopsy. In the other two cases of 
haemorrhage the pathologists reported ‘No diagnostic 
abnormality recognized.’ This may te the result of too 
long a time interval between the haemorrhage and gas- 
troscopy or poor or unlucky selection of the biopsy site, 
the stomach being a large organ and the biopsy being 
relatively small. In these two cases the gastroscopist’s 
description was as follows: ‘In the first case there was 
a bright red area 3 or 4 mm. in diameter presenting 
haemorrhagic erosion and submucosal haemorrhage 
around it. The second case showed gastroscopically a 
bright red actively bleeding erosion.’ ” 


“One more slide was then shown demonstrating the 
pathological appearance of a stomach resected for severe 
haemorrhage from gastritis.” 


Dr. Benedict believed that, in repeated bleeding from 
gastritis, a rather large subtotal gastric resection was 
indicated and that one could expect rather good clinical 
results from such surgery. He had not had occasion to 
make gastroscopic examinations on any of the surgically 
treated cases following their resections. 

The discussion of this, as of the subsequent talks, was 
quite free and most informal. Dr. Steinberg of Portland 
said that he felt that gastritis was induced at times, espe- 
cially after gastric surgery, by intestinal juices entering 
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the stomach freely and in quantity. He had devised an 
operation, the “pantaloon operation,” to prevent this 
complication. He said that he would describe that sur- 
gical procedure to us at the meeting of the Section on 
Gastroenterology and Proctology on June twenty-second. 
He felt that some of the bleeding from gastritis seemed 
to come from the mucosa without erosions, as the gums 
bleed in the acute leukaemias and as haemorrhages occur 
into the mucous membranes of patients with purpura. 

Dr. Seymour Gray said that he thought that some 
massive bleeding occurred in the stomach from “vascular 
accidents,” a kind of gastric apoplexy. 


Dr. Pollard commented that he kad seen gastritis 
bleed in very young persons, a remark which I felt was 
meant in support of a gastritic source of bleeding and 
a little against the vascular-accident ccncept. 


Dr. Berk said that it seemed to him that bleeding 
from gastritis was a diagnosis which was made by exclu- 
sion and he asked for the criteria for the diagnosis of 
gastritic bleeding. If these were given him, I have no 
record of them, but I presume that he was told that 
actively bleeding erosions must be found. 


Dr. Pollard commented again that patients who bled 
from gastritis didn’t get on very well after partial 
gastrectomies, in his opinion. 

Dr. Flood enquired about the presence of free hydro- 
chloric acid in Dr. Benedict's cases. Dr. B replied 
that most of them had shown free acid. 


Someone whose name I did not catch stated that 
gastroscopic examinations on these patients should be 
made soon after the bleeding. He said that local trauma 
to the mucosa could make it bleed, that the condition 
might have a vascular basis in alcoholics and that roentgen 
findings should be given precedence in the diagnosis of 
haemorrhage from the upper gastro-intestinal tract. 

Dr. Eddy Palmer said that the examination for 
gastritis should be made during the bleeding and that 
oesophagoscopy should be done at the same time. He 
observed that erosive gastritis was common in cirrhotics. 

Dr. Pollard suggested that, if one wishes to treat 
the gastritis by producing anacidity, one might use deep 
roentgen therapy. 


Dr. Donovan Browne stated that, in his opinion, the 
first treatment of bleeding gastritis should be that of 
peptic ulceration. He pointed out that most of Dr. 
Benedict's cases were in the older age group. 


Some physician enauired about the psychic factors 
in bleeding gastritis. I don’t know what reply he re- 
ceived except that Dr. Patterson said that he recognized 
a “stormy stomach” or a “red stomach” and he observed 
that an income tax problem had made stomachs red. Dr. 
Benedict said that he supposed that bleeding gastritis 
might have psychiatric aspects. 


Dr. Alvin J. Cox, our guest s eaker, was Professor 
of Pathology at The Schcol of Medicine of Leland Stan- 
ford University. His subject was “The Histological 
Appearance of Gastritis with Comments on the Possible 
Clinical Significance of the Condition.” He defined 
gastritis as an inflammatory reaction to injury and yet 
later he discussed it as a degenerative condition similar 
to arteriosclerosis. He preferred to leave out of his 
remarks the condition of acute gastritis and the operative 
and post-mortem changes in the gastric mucosa which 
the pathologists so often see. This limited his talk to a 
consideration of chronic gastritis only. He said that he 
had accepted only two changes as evidences of chronic 
gastritis, namely, the infiltration of cells into the mucosa 
and growth disturbacnes (metaplasia) of the gastric 
glands. He showed beautiful slides of mucosal infiltra- 
tion and of the gastric mucosa being replaced by an 
intestinal type of epithelium. I saw, to my surprise, the 


giant rugae of a hypertrophic mucosa without cellular 
infiltration. I also saw a section of the gastric fundus 
in a patient of seventy years and there was no more 
cellular infiltration than one sees in the newborn. 
Metaplasia did not seem to parallel infiltration, though 
there was always a little infiltration in the former condi- 
tion. Metaplasia was cccasionally so markedly intestinal 
in type that the Paneth cells appeared at the kases of 
the glands. Dr. Cox brought out the fact that gastritis 
may be well localized and that antral and fundic gastritis 
don’t often occur together, though in pernicious anaemia 
the mucosa of the entire stomach is aplastic. 


Dr. C was very circumspect in discussing the clinical 
significance of gastritis. He did feel that it is part of 
the ageing process, as I have indicated. He thought that 
age had to be considered in any study of gastritis, He 
said that, while monkeys have gastritis, rabbits do not, 
nor do other animals. (1 didn’t know that before! ) 
Dr. Cox had noted that the antral mucosa was likely to 
show metaplasia in cases of gastric ulceration. He 
thought that possibly the metaplastic glands might: be 
less resistant to peptic digestion. I had formerly heard 
from gastroscopists of the association of antral gastritis 
and duodenal ulcer but, not having recognized it myself 
after looking for it, I didn’t believe in it. Dr. Cox had 
noted that in duodenal ulcers there was often infiltration 
of the antral mucosa, the reason for which was not 
known. In fact, Dr. Cox stated that the cause of 
chronic gastritis was unknown. 

Dr. Cyrus Rubin asked Dr. Cox whether or not the 
gastric changes in pernicious anaemia were the result of 
gastritis or of simple atrophy. Dr. C replied that he 
thought that the changes resulted from gastritis, though 
Dr. Rubin felt that there might be a “pernicious gastric 
atrophy” with a congenital lack of parietal and chief cells. 


Dr. Seymour Gray asked Dr. Cox whether or-not the 
treatment of pernicious anaemia altered the gastric 
pathology of that disease. (This seemed to me to be an 
important question, since Dr. Chester Jones and Dr. 
Benedict reported years ago that the treatment of 
Addisonian anaemia with liver improved the gastritis of 
that disease in other ways than by simply brightening 
the colour of the mucosa as the result of increasing the 
redness of the blood which flowed through it.) Dr. 
Cox said that he thought that the treatment of pernicious 
anaemia did not affect the gastric mucosa in any way 
which he knew. 

Dr. Harry Segal enquired concerning the relationship 
of gastritis to the “pathology in the individual as a 
whole.” He thought that gastritis might be a manifesta- 
tion of a generalized condition such as lymphatic infiltra- 
tion is in other systemic diseases. Dr. Cox replied that 
the relationship of gastritis to “general pathology” was a 
possibility. 

Dr. Flood enquired for the reason for so few changes 
in the submucosa in chronic gastritis, Dr. Cox admitted 
that these were remarkably few but he had no ex- 
planation for that situation. 


Dr. Seymour Gray enquired for information about 
the reason for polypi and cancer occurring so frequently 
in the gastric antrum. Dr. Cox said that he could not 
explain the occurrence of these lesions there. 

Then Dr. Schindler read a carefully prepared paper 
on “The Gastroscopic Observation in Post-Operative 
Stomachs.” He said that, in his opinion, severe gastritis 
is the worst post-operative complication of gastric sur- 
gery and that it is most pronounced in resected stomachs 
and in stomachs with gastroenterostomies, with or with- 
out vagotomies. Dr. S had not noted much gastritis in 
cases with vagotomy only ( a surprising observation to 
me) and he had seen even less in cases of vagotomy and 
pyloroplasty. If I understood Dr. S correctly, he felt 
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that this last operation was the preferred one as far as 
post-operative complications were concerned. Dr. S 
believed that gastritis was produced by the unregulated 
reflux into the stomach of duodenal juice. 


In the discussion of Dr. Schindler’s paper, Dr. Sand- 
weiss asked why, if eighty per cent to ninety per cent 
of the resected stomachs do well post-operatively, gastritis 
is such a serious complication. Dr. Blomquist stated 
that, though there may be no symptcms, the gastritis 
following surgery is there and is severe. 

Dr. Fitzgibbon asked whether or not the gastroscopic 
observations in Dr. Schindler's cases were made some- 
time after operation or shortly after operation. He was 
told that they were all made months or years after the 
gastric surgery. 

Dr. McGlone pointed out that he had rather com- 
monly found ulceration in post-operative stomachs. He 
had been able to demonstrate far more post-operative 
ulcers than I had been able to do. 


Dr. Holinger spoke beautifully and in an entertain- 
ing manner about “The Management of Foreign Bodies 
in the Oesophagus and Stomach.” He showed a great 
many lantern slides illustrating foreign bodies in the 
gullet and he emphasized that lateral as well as antero- 
posterior films should be made in attempting to localize 
the foreign body accurately. He said that when bobby 
pins were not passed in the stool in from seven to ten 
days after their ingestion, they should be removed sur- 
gically for, like needles, they tended to perforate. After 
Dr. Holinger’s talk the hour was too late to allow dis- 
cussion of his paper. 


And only a few minutes were spent on the use of 
an anti-foaming agent. Dr. Pollard said briefly that a 
ten-milligramme capsule of Silicone (Dow Chemical 
Company’s ““Anti-Foam A”) has teen given orally prior 
to gastroscopy. This chemical will defoam beer and it 
has seemed to lessen foaming in the stomach. Someone 
stated that it tended to neutralize the effect of cocaine, 
an observation which didn’t seem to me to very im- 
portant, since the cocaine, when it is used, is applied 
topically well after the capsule of Silicone has been 
ingested. 

There was a business meeting which was far too 
hurried. The reports of the Secretary-Treasurer were 
approved, the financial report and books having been 
checked by an Auditing Committee. 


The following amendment to the Constitution was 
passed without a dissenting vote. 


AMENDMENT 


Section 1. There shall be two classes of member- 
ship in the organization: Senior members and 
Active members. 


Section 2. Senior members shall have all of the 
privileges of Active members but they shall not be 
required to pay dues. On and after he has attained 
the age of sixty-five years, a member may, on appli- 
cation to the Board of Governors, be named a Senior 
ewe, provided he is not then in arrears in his 

ues. 


A letter from the Editor of The Bulletin was read 
and in substance it requested more material for that 
publication. 


A Nominating Committee recommended that Dr. 
Marie Ortmayer be advanced to the Society's presidency, 
that Dr. Donovan Browne be made vice-president after 
many years as chairman of the Committee on Admis- 
sions, and that the present incumbent continue in the 
post of secretary-treasurer. There were no other nom- 


inations and a unanimous ballot was cast in favour of 
the proposed officers. 

Dr. Pollard appointed a new member of the Com- 
mittee on Admissions, Dr. Paul L. Shallenberger. Dr. 
Walter L. Vcegtlin will be the new chairman and 
Dr. Berk will continue as an examiner. 

The Scciety voted to meet in Atlantic City in 1955, 
a meeting to be held in connection with the meetings 
of The American Gastroenterological and of The Amer- 
ican Medical Association there. Because in the past two 
years the discussions at the scientific sessions have been 
so long and vigorous that we haven't had time to allow 
everyone who had something to say to speak, the secre- 
tary-treasurer was urged by members speaking from the 
floor and by Dr. Pollard in the chair to arrange for a 
longer scientific meeting next year. 

Dr. Pollard then adjourned the session to the lighter 
duties of the cocktail party and tanquet. 


We had our drinks in two connecting rooms of 
moderate size on another floor of the Hotel. This party, 
as in former years, was “on the Society” and, while I 
heard some chatter about gastroscopy, alcohol stimulated 
more small talk and story-telling than conversation about 
instruments, anaesthesia, and endoscopic findings. In 
sending out notices of the cocktail party and banquet, I 
had forgotten to state that ladies were welcome at all of 
our gatherings. But they appeared in numbers for the 
social affairs and that was gratifying to me, since it 
ameliorated my feeling of guilt at my negligence. I 
apologize here to the ladies and to the members for my 
failure to say in my announcement of the meeting that 
ladies might come! 


While we were imbibing, the Rocm of the Dons had 
been made over into a most impressive Lanqueting hall; 
its vaulted and ornate ceiling and its size lent a rather 
baronial air to the dinner. I felt that I should have 
dressed for the occasion. The focd was good and the 
piece-de-resistance was rcast beef in quantity—and one 
could have it either well done, rare, or in-between. 


After dinner, Dr. Pollard, who was tcastmaster, intro- 
duced the persons at the speakers’ table and then he asked 
Dr. Schindler to tell us the history of the making of the 
flexible gastroscope. Of course no one could have done 
that as well as Dr. S did; he descrited his work in a 
disorganized Germany after World War I, his first and 
subsequent observations with the rigid gastroscope, and 
then he told about his experiments with the flexible in- 
strument. All this was done with great modesty and 
very gracefully. It was not too long and even the ladies 
seemed to enjoy the story of Dr. Schindler’s earlier work. 
Dr. S concluded by stating that recent developments in 
the gastroscopic field made him want to stress two 
points: The first was that the gastroscope should be 
used when the roentgen findings are negative or ambigu- 
ous; often, he thought, the patient would want gas- 
troscopic examination. He hoped that newer instruments 
could be made of lessened calibre rather than of greater 
calibre so that the average patient would accept them 
more willingly. His second point was that gastritis is 
still important. He said that, if one does not believe that 
gastritis causes symptoms, he should give up routine 
gastroscopy. Dr. S was very certain that atrophic gas- 
tritis caused symptoms, even in young persons, and he 
spoke about its possible relationship to subsequent 
gastric cancer. 


The Society’s first Rudolf Schindler Award (our 
cheque for one hundred dollars) was made to Dr. 
Benedict, who had, in the opinion of a Committee named 
by Dr. Pollard, done the most to advance the gas- 
troscopic method. This prize was voted by the Society 
at its meeting in Atlantic City in 1953 as a worth while 
use of its funds, especially since we wished to keep the 
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control of those funds within the Society. 
the award Dr. Schindler said: 


In presenting 


“Let me say, first, that only about two weeks ago 
did I learn of the creation of this award. I cer- 
tainly consider this as an extraordinary honour for 
which I am intensely grateful. I have not yet found 
the time to quite recover from the surprise and 
shock. 


“When I yesterday heard Dr. Aaron give his 
long and wonderful talk in honour of Dr. Andresen, 
I became quite discouraged. I am not able to de- 
liver such a speech. I had no time to collect the 
biographical data. But I think that that is quite 
unnecessary. Who could possibly be the first 
recipient of our award but the man who was the 
first to use the flexible gastroscope independently in 
this country, the man who has published so many 
wonderful and extremely critical articles on gastro- 
scopic subjects, the man who was the first to demon- 
strate and to emphasize the frequency of gross 
haemorrhage from gastritis, the man who published 
an excellent book on the endoscopic methods, the 
man who is the originator of the operating gastro- 
scope, who could be the first recipient of the award 
but our friend—my friend—Dr. Edward B. 
Benedict?” 


Dr. Benedict replied, 


“I am naturally very much pleased and honoured 
to be the first recipient of the Rudolf Schindler 
Award for the advancement of the gastroscopic pro- 
cedure. I want to thank the American Gastroscopic 
Society for so generously offering this award and also 
to express my appreciation to the special committee 
of this Society for selecting me for this signal 
honour. 

“As you all know, Dr. Schindler's career is a very 
distinguished one—teacher, author, and inventor. 
After receiving numerous honours in Germany and 
writing a German textbook on gastroscopy, Dr. 
Schindler came to this country in 1934, where in 
Chicago he was Visiting Professor of Medicine from 
1934 to 1936 and Associate Professor of Medicine 
from 1937 to 1943. Since 1943 he has been Clini- 
cal Professor of Medicine at the College of Medical 
Evangelists in Los Angeles. In 1937 he published 
his excellent book on gastroscopy, a newly revised 
edition of which was published in 1950. In 1947 
his monumental work on gastritis was published. 
Dr. Schindler is also famous as the inventor of a 
rigid gastroscope in 1923, the Wolf-Schindler flexi- 
ble gastroscope in 1932, and an optical diagnostic 
oesophagoscope in 1948. In 1936 he received the 
Gold Medal Award of The American Medical Asso- 
ciation and last, but not least, in 1942 he was the 
founder and first president of The American 
Gastroscopic Society. 


“I would like to say just a few words regarding 
Dr. Schindler's influence on my medical career. I 
was surgically trained at The Massachusetts General 
Hospital and spent a number of years in the active, 
or perhaps inactive, practise of surgery. I had 
hoped to do gastric surgery and I actually did one 
subtotal gastrectomy! My chief interest was the 
stomach, and I was lucky enough to mention to Dr. 
Chester Jones in 1932 that we ought to have a 
method of direct endoscopic examination of the 
stomach. He agreed, but we both felt that rigid 
gastroscopes were probably too dangerous. How- 
ever, I was lucky again, for in only a few weeks 
Dr. Jones told me the Carl Zeiss Company's agent 
had come to him asking that a trial be made of the 
new Wolf-Schindler flexible gastroscope. Dr. Jones 
and I tried it out together with the aid of a nose 
and throat man, Dr. Charlie Johnson. As luck 
would have it, our first patient was a man who was 
later proved to have a gastric lymphoma. We did 
not make the diagnosis, needless to say, on our first 
gastroscopic attempt. In fact, I believe we could 
do it now only with gastroscopic biopsy. Anyway, 
from then on my work in gastroscopy was started; 
Dr. Churchill suggested that I add bronchoscopy and 
oesophagoscopy and Dr. Allen suggested peritoneo- 
scopy too. I gave up general surgery altogether 
and devoted myself entirely to endoscopy. I have 
never regretted this change in my medical activities. 
I want to make it clear, however, that I owe ever 
so much to the stimulation and support of my 
colleagues at The Massachusetts General Hospital 
and the Harvard Medical School. 

“Again I want to thank The American Gastro- 
scopic Society and Dr. Schindler, not only for this 
award, but also for what I feel has been a very 
fortunate change in my life work.” 

There was great applause and our meeting adjourned. 


John Tilden Howard. 


EpiTor’s NOTE: 


The history making speech of Dr. Rudolf Schindler 


at the meeting of the American Gastroscopic Society in 
San Francisco is printed as a separate leaflet and as an 
additional issue of the Bulletin. 
the procedures of the Society may be filed separately from 
reprints and manuscripts. 


This is done so that 


An additional leaflet is enclosed bringing the Bibliog- 


raphy up to date and it is expected that this will be 
clipped to the issue of December 1950 so that a complete 
reference of gastroscopy will be on hand up to March, 
1954. 


If any of our readers know of any omission of ref- 


erences, please notify the Editor, sending the additional 
data. 
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